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Diagnosis and Management 
Concepts 


Dr TC Hardcastle, Trauma 


Focus on the Abdomen 


Unstable patient: 
Part of PRIMARY SURVEY 
STOP BLEEDING 
STOP CONTAMINATION 


Stable patient: 
Does the patient have abdominal 
injury? 


nent of the Abdomen 


the-abdomen clinically the patient must ] 
vel of consciousness | (GCS > 12/15) 
e abdomen: distending 

ds: absence rather konia presence 
/peritonism 4 (0X N 

only for rebound!!!!!_ ao ON 

ark with radio- opaque marker By PR exal 
males. | | | 
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Evaluation Cont. 
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Damage Control Surgery 
Stop bleeding 
Control contaminat 


\ “Gold 
| `Acidotic B m s 
Coagulo ath ^ oam. i 
gu p y > y 
| er & 
Ee 
Temporizing 


procedures 


Penetrating Trauma 


"Common in our setting 

“More likely to injure bowel 

*Next most likely to injure liver / spleen 

*Risk is sepsis after delay to remove 
contamination of the abdominal cavity 

*Bleeding_reveals itself early 
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If OK after food - 
Discharge 


Evisceration 


Evisceration-can lead to bowel ischaemi 
Repair obvious holes 

Try to reduce after adequate analgesia 
Cut wound bigger if needed 

Suture skin and refer for surgery 
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Blush vs.. No Blush 


EMBBS ` - on 
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Hollow visceral injur 


Penetrating // / >i 
traumamore | 
common | 

Blunt trauma less 
common 


Duodenum 
Tenuous blood supply 
Pancreas juice Bile 
DRAINS 
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Pancreas 


Blunt crush: neck 
Penetrating: location 
Options: 

Drain only (most) 

Distal. pancreatectomy ` 

Other selective 

options 


oolid Organ Trauma 


Liver 
Spleen 
Kidney 
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Liver 


acks and bleeds 

op the bleeding: Suture - compressive 
ro-coagulants: 

Surgicel®-or Spongistan Pack for control 
Pringle maneuver 
ram bile leak 

eave packs 48-hours 


f not bleeding: SNOM 
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Spleen 


Opsonins: Tuftsin. Options: Kids 
animi 


ourgicel / Omentum nize if Femove: ” 
plenectomy Immunize/1 


amas 23 / H1B 
Non-operative 


remove: 


Retro-peritoneum: haematc 


Location determines. management: 
Central: Explore 
Lateral: Leave stable 
Pelvic: Leave / pack or bind fracture and 
possibly angiogram | | 
Penetrating: explore central/pelvic ` 
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Traumain the pregnant 
patient 


Normal physiology of 
Pregnancy Pitfalls during 
trauma in pregnancy Patterns 
of injury 
Blunt trauma , Penetrating 
trauma 
Management guidelines 
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Normal physiology of pregn: 


Airway: oedema and aspiration risk 
Breathing: Greater RR, V; and MV, | 


FRC 
Diaphragm high riding 
Respiratory alkalosis is normal. 


Circulation: Greater volume - I 
“Lower diastolic and systolic pres 
*Increased cardiac output 

Gravid uterus may reduce venc 
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Physiology cont. 


Gastric emptying slower 
Renal structures dilated and bladder hi 
Uterine circ 400ml/min + 25% reductior 
maternal symptoms - no autoregulation 
leads to vasoconstriction with placenta 
insufficiency 

Higher DVT risk - pelvic venous compre 


Normal uterine positio 
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What goes wrong. pre 


Delayed extrication and transporte 
recognizing the pregnancy 
Not taking the pregnant patient to 
facility 

Not turning the trauma-board left 


All pregnant trauma patients are auto 
codes! 


Pitfalls during Initial 
Assessment 


Alrway: 
Aspiration risk from full stomach 
Breathing: 
Falsely normal blood gasses - acidosis 
underestimated Chest tubes! 
Diaphragmatic, splinting 


Pitfalls 


Circulation: 
IVC compression: Rotate left lateral 15-30 
degrees Embolism: DVT and Amniotic fluid 


Pitfalls 


\symptomatic” shock 
> 25% blood volume loss (1500ml)/ before 
compromise mother 
Blood volume and CO increased (6. l/min) 
Early CVP monitoring Must assess the fetus 
Barly: 

CTG / US 
Avoid vasopressors 


FR 35Hz 
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Secondary Survey Pitfall 


Head: 
Sheehan sy. Due to enlarged pituitary gland 
Risk for pre/eclampsia 

Abdomen: 
Gravid uterus: decreased sensitivity 
clinical signs of peritoneal irritation - 
Abruptio placentae overlap “symptoms wo 


Management pitfalls 


What must we-do to avoid fetal and mor 
importantly maternal loss? 


TREAT THE MOTHER FI 


Steroids 


Betamethasone, 12mg (2ml) IMIX 
doses 


Crosses placenta 
Fetal lung maturation 
Risk-benefit balance: if viable fetus - 
improves production of surfactant 


Kleihauer-Betke Test 


O detect fetal-maternal haemorrhage 
ith Rh negative mother + next baby 
“Anti-D Ab: 100ug IV or 300ug IMI 


“Some suggest give if test negative-and m 
Rh(-)! | 


Radiation 
risk 
Type of D 
examination (1 
Low dose = ㄱ 1 
group <N 
(7- Spine 
as / Traum | 
Extremities 64MD) ~ 
- 190 - 
High 357 
Dose 
= APP EE 


Should we image? 


yr Cl of the abdomen and pelvis, sca: 
asonable when nonradiation-based 
odalities are unavailable, such as in 
ttings. Scan parameters should be: 
)wever, especially during the third 
imester, such as by using a maximur 
90 mAs. 

Congenital abnormality.« 20- weeks 
Radiation risk >20 weeks 


Preterm Labour 


11-28% incidence 

Stimulus: Extravasation of blood 
myometrium 

Observe: Cx changes 

Confirm diagnosis and. exclude 
abruptio Dilemma: 

B- stimulants; Cay channel blocke 
NSAID's 


Perimortem C-section 


Cardiac arrest 
Viable fetus with a prognosis RES 
successful* Cesarean within 5 mir 
Commence CPR 
Scalpel-only 


*Newer evidence - up to 20 minutes 


Maternal Cardiac Arrest 


First Responder 


e Activate maternal cardiac arrest team 
e Document time of onset of maternal cardiac arrest 


e Place the patient supine 
e Start chest compressions as per BLS algorithm; 
place hands slightly higher on sternum than usual 


Subsequent Hesponders 


Interventions Obstetric Interventions for Pa 
nd ACLS Algorithms an Obviously Gravid Ute 

* Perform manual left uterine displace 
dieses displace uterus to the patient's left t 


aortocaval compression 
« Hemove both internal and external f 
if present 


Obstetric and neonatal team 
immediately prepare for possible 
cesarean section 
e lf no ROSC by 4 minutes of resuscit 
consider performing immediate erne 
cesarean section 

e Aim for delivery within 5 minutes of 

resuscitative efforts. 


hy and CPR quality 
are as appropriate 


Modifications 


jive fluid bolus when required 
)erienced provider preferred for 


nesium prearrest, stop magnesium 
je 10 mL in 10% solution, or 

0% solution 

tative interventions (CPR, 


js, and fluids) during and after An obviously gravid uterus is a uterus 


deemed clinically to be sufficiently lar 
aortocaval compression 


Search for and Treat Possible Contributing Factors 
(BEAU-CHOP3) 

»eding/DICc 
1bolism: coronanry/pulmonary/amniotic fluid embolism 
esthetic complications 
serine atony 
rian disease (MI /ischemina/acrtic cliksection/cardiomynpathy) 
pertension/preeclampsia/eclampsia 
her: differential diagnosis of standard ACLS quidelines 
icenta abruptio/previa 
psis 


di 2010 American Heart Association 


Blunt Abdominal Traur 


MVA’ 60% of injuries Physical abuse: 
increasing risk Fall 
Fetal loss: 
US: 3900 peri-partum deaths/year min: 
Non catastrophic injury: 0,5-2% fetal l 
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Safety belt 


3 point system 

Decrease force on abdomen Fetal 
mortality: 

ejected: 47% 


carn: 11% Animal studies: 
Lap belt: 50% 
3 point : 12% 


Abruptio placentae 
TUPX10 at impact (labour) 


nce: 5-35% (determined by severity) 


ine tenderness contractions» 8/hour 
ding | | 
nosis: Clinical suspicion & CTG 
decelerätions | 


Penetrating Irauma 


rinatal mortality: 41-71% 

-direct 

-indirect Maternal mortality: 
9% 


Visceral injury>t below fundus 
t trimester = non pregnant patient 
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